briefly sketched the history of the medical treatment of chronic ulcers, and pointed out that the method at present in vogue was by no means new, but had previously been tried and abandoned owing to the number of relapses and the onset of haemorrhage and perforation. Gastric surgery had, however, fallen into some disrepute owing to the fact that it had been too widely performed.
Mr. A. J. Walton briefly sketched the history of the medical treatment of chronic ulcers, and pointed out that the method at present in vogue was by no means new, but had previously been tried and abandoned owing to the number of relapses and the onset of haemorrhage and perforation. Gastric surgery had, however, fallen into some disrepute owing to the fact that it had been too widely performed.
The speaker discussed the difficulties of comparing the two methods of treatment and said that it was almost impossible to obtain an accurate comparison, in that the medical opinions were based in large part upon surgical failures, whereas surgical figures also included those cases in which medical treatment had been unsatisfactorily tried. For these reasons no figures were given from the literature but the indications for surgical treatment were based on the author's own cases, which consisted of 684 gastric ulcers and 752 pyloric and duodenal ulcers.
The indications for operation were then considered in detail. It was pointed out that severe radiating pain indicated a deep penetrating ulcer, and therefore was, in itself, an indication for surgical interference. The most frequent reason for operating, however, was the failure of medical treatment to relieve the symptoms, or the recurrence of such symptoms shortly after an adequate course of medical treatment had been instituted. It was admitted, however, that in many cases the failure of this form of treatment was due to the fact that the patient, oWing' to the nature of his work, was unable to follow the details of treatment. A very long history usually indicated a chronic ulcer often associated with much fibrosis and scar-tissue which in itself might have led to deformity of the stomach. It th'erefore usually required surgical interference. A recent perforation always called for surgical treatment, and figures were brought forward to show that if such a perforation was treated by simple suture the results were, as a rule inadequate, and if the case was carefully watched it would generally be found necessary to carry out some more extensive operation at a later date. Severe or repeated mild heemorrhages usually necessitated an operation and were a danger-signal as indicating the liability of a similar complication at a later date. The evidence as to the possibility of the onset of carcinoma was discussed at length. It was pointed out that as a general rule, such a complication was associated with a change in the symptoms, and if after careful consideration it was thought probable that such a complication had ensued, an operation should be undertaken at the earliest possible date.
In considering the various surgical procedures stress was laid upon the fact that there was no one operation for any individual type of ulcer; that the actual surgical procedures would vary considerably in the hands of different surgeons and that each should employ the method which in his hands had proved to be the most successful. Gastro-enterostomy as a method of treatment was discussed and it was pointed out that for ulcers of the body it was in the hands of most' surgeons only in part JULY-SURG. 1. successful, but had the benefit that it was associated with a very low mortality. It was indicated in very extensive ulcers high up on the lesser curve of the stomach; in the case of patients who were profoundly ill from haemorrhage and vomiting, associated with a large ulcer, it was curiously uncertain in its action and might sometimes lead to a cure but more commonly only tided the patient over the dangerous period and generally had to be followed by some other measure at a later date. Partial gastrectomy was the operation most frequently performed. It was satisfactory in that it removed the whole of the ulcer-bearing portion of the stomach, was relatively easy to perform, and was followed, as a rule, by very satisfactory results. It was, however, associated with a relatively high mortality and might occasionally be followed by a profound and serious anemia. The different methods of performing the operation were discussed. The operation which gave the most satisfactory results in the author's own hands was local resection either by the knife or cautery, combined with gastro-enterostomy. The benefits of this operation were that it was associated with a low mortality. Figures were produced to show that the results of operation were extremely good, there being 92% of satisfactory end-results.
Mr. G. Gordon-Taylor: It is a matter for regret that more statistical evidence of an incontrovertible character as to the real and permanent value of the medical treatment of gastric ulcer is not obtainable, for, whereas an abundant surgical literature emanates from almost every country, there is but scanty information as to the late results of non-surgical measures in the condition under discussion. If we exclude the figures of the New Lodge Clinic [1] and the investigations of David Smith [2], of Glasgow, and of Louis Forman, of Guy's Hospital [3] , there is little of statistical value in British medicine to help us to assess the non-operative treatment of gastric ulcer at its proper value. A year or two ago a premature report on the " Intensive Alkaline Treatment of Ulcer," unfortunately "boomed" in the lay press, but based on cases many of which were only a few weeks or months old, gave for a time a tremendous impetus to the medical treatment of ulcer. As a result, cases were frequently treated unavailingly by non-surgical means for longer periods of time than would otherwise have obtained, and where clinical experience was lacking, where radiology was imperfect, and where biochemical methods were either inadequate or unemployed, many a case reached the surgeon as one of inoperable cancer.
Rendle Short [4] has lately recorded certain statistical end-results from various medical clinics, and has dispelled the mist of uncertainty as to the real ultimate prospects of the alkaline treatment of gastric ulcer. The truth is of course that medical treatment can and does cure ulcer of the stomach, and no case of ulcer should ever be submitted to operation which has not previously received skilled medical therapy, provided always that the menace of malignancy can be definitely excluded.
As a result of his review, Rendle Short [4] finds that with medical treatment three out of four cases of gastric ulcer may be made symptom-free, but that only 40% of the patients will remain well, while 15% to 19% will be dead in ten years.
In a leader in the British Medical JTournal [5] at the end of 1929 three ominous statements are made: (1) that 10% of ulcers not treated surgically perforate;
(2) that in 20% of ulcer cases the patients die from bleeding if not treated surgically, and that from 6% to 10% of all cases of chronic ulcer of the stomach show carcinomatous change. Obviously, therefore, in a considerable percentage of cases of gastric ulcer, surgery is sooner or later required.
There is no one operation for simple ulcer of the body of the stomach. No surgeon of experience and judgment will press one type of operative procedure for a pathological condition, to the entire exclusion of all other methods, which, though statistically slightly less promising in their end-results, are, for the particular patient at any rate, safer and less mutilating. With Ranzi of Innsbruck, it is well to remember that an ulcer of the stomach is not in its essential nature a fatal disease, and the methods of cure, while effective, should be those that can be safely borne by the patient.
An increasing experience of some special type of operative procedure, a growing familiarity with its technique and a waxing confidence in its results will obviously encourage the surgeon to utilize that particular form of operation more and more; he will employ it with success in cases which to another might seem unsuitable or unpromising of a favourable issue. This is indicative of the soundness of his judgment.
Hans Finsterer [6] resects almost every ulcer, however formidable, however difficult of access, whatever the condition or age of the patient, and has an astonishing operative mortality of 2 * 7%, and Finsterer regards no ulcer as irremovable! Lord Moynihan [71, whose " choice of operation is always gastrectomy when it can with reasonable safety be performed," records the lowest operative mortality, namely 1* 6%.
The mortality of the Eiselsberg Clinic has been said to be just over 3%. On the other hand Mr. Walton [10] rather indulges his predilection for wedge-resection and gastro-jejunostomy, and is able to employ this operation in cases and conditions which might appear to another fraught with too great technical difficulties connected with the ulcer-excision. In one series of cases there was an immediate mortality of 2 7%, and the remote successes amounted to 98 3%, which is almost an ideal.
For over ten years I have been an ardent gastrectomist, but increasing surgical knowledge and experience have convinced me that the surgeon must be an eclectic. It is an adage that judgment is forced upon us by experience, but it is upon our own experience rather than upon second-hand information obtained from collective statistics of other possibly unknown operators that our judgment is based.
Epitome of surgical treatment of qlcer of body of the stomach.
(I) Small ulcer on or near lesser curve: Excision or cautery combined with gastro-jejunostomy or some form of pyloroplasty. (II) Large ulcer in body of stomach, especially if adherent: Gastrectomy-ante-colic or infra-colic. (III) Intermediate-sized ulcer: In men, gastrectomy; in women, sleeve-resection if possible, or gastrectomy. (IV) Inaccessible or " letter-box " ulcer near cardia: Gastrectomy; cholecystogastrostomy, especially in women; jejunostomy, very rarely. (V) Hourglass contraction: Gastrectomy; gastro-gastrostomy.
In the case of a small ulcer on the lesser curvature of the stomach or in its close proximity, no surgeon of experience will contemplate the performance of a gastrectomy. The operation of choice is an ulcer-excision or cautery combined with gastro-jejunostomy, gastro-duodenostomy or some form of pyloroplasty.
To excise or destroy alone does not suffice: a drainage or physiological operation, whichever view be held, must be practised as well. On the other hand, the value of gastro-enterostomy is enormously enhanced by local treatment of the ulcer itself.
My own experience in these matters is confirmed by the writings of Moynihan, Walton, Hartmann[11], Duval [12] Quervain's clinic, found only 50% cures from excision alone, but it is true that only 60% good results were obtained if gastro-jejunostomy were super-added.
For those operators who may have to remain content with a mere gastrojejunostomy it must be comforting to reflect upon the figures of H. J. Paterson, who obtains only 8O/°poor results, and whose mortality from this operation is under 1%.
The findings of the B.M.A. inquiry [17] , however, are in marked contrast to this, for there are nearly 92% very good results of gastro-jejunostomy with local ulcer excision or infolding, whereas less than 51% very good results are found with short-circuiting only.
Nevertheless, the value of gastro-jejunostomy in suitable cases is incontestable and for forty years it has stood the test of time. " There is probably no operation in surgery which has added more to the sum of human happiness than gastroenterostomy" (Paterson L181). Again: "its results equal, if they do not excel, those of any other major surgical operation" (Sherren [191) . "I am an ardent and sanguine advocate of this operation, than which, I think, there is none in all surgery more completely satisfactory" (Lord Moynihan [201).
II.-In the case of large ulcers of the body of the stomach, especially when adherent to pancreas, liver, diaphragm, etc., partial gastrectomy is the method of election.
Several adequate reasons necessitate or j ustify the performance of this operation:
(1) The risk of malignancy of the ulcer is effectively considered by this operation.
(2) The operative removal of the ulcer may be rendered the easier because of this technique-a desideratum. (3) The end-results are excellent. (4) The operative mortality is low-my own 4x2%. I cannot recall ever having lost a private case.
(5) A weight of surgical authority is in its favour.
(1) On the relation of ulcer and cancer opinion has changed during recent years, for at one time extravagant statements were made as to their close connection, Hurst (2) The technical difficulties of dealing directly with a large penetrating ulcer can be more easily, safely and successfully overcome by gastrectomy.
(3) Our investigation [22] showed that 88% of the cases after operation showed a hundred per cent. efficiency for work. When the sexes are separately considered, 94% of the males and 71% of the females exhibited a hundred per cent. "efficiency."
In the series of cases no serious or metabolic upset was found. Several of my cases have increased their weight by 50% since the operation: a naval officer doubled his weight, and Lord Moynihan once told me of a female patient who actually trebled her weight after a gastrectomy.
A careful investigation of our cases by clinical and laboratory methods showed in addition the following findings:
(i) In 44% a definite ansemia was present, but in almost all this was discovered only through laboratory examination and was not associated with any symptoms at all. The anemia does not resemble the pernicious type, and no evidence of pernicious aniemia can be found in any.
(ii) Hydrochloric acid was found in 20% of the cases.
(iii) Fibrin was present in 50% of the ffeces, and there was a general tendency to an increase in the ftecal fat. Some increase of the intestinal flora was found, but without increase in any special type of organism.
(iv) Cases with rapid emptying-time of the stomach showed a sudden drop in the specificgmrvity of the urine following the test meal. The importance of the pyloric control of water absorption was thus demonstrated.
(v) Increases in uric acid and blood cholesterol were the only abnormalities found in chemical examination of blood.
(4) I have already referred to the singularly low operative mortality in the cases of Lord Moynihan (1 6%), and in the enormous series of the Continental resectionists (6), (8), (9), (23), (24), (25).
III.-In the intermediate type of case in men I am an ardent advocate of gastrectomy; the end-results can hardly be surpassed and the mortality is very low.
In women the end-results are not so good, for in this sex the operation is liable to be followed sometimes by an anamia of varying severity. In more than 50% of the women in a hospital series of my own gastrectomy cases a marked anremia was found. By a marked anaemia is meant a diminution of hwemoglobin to under 65%, and a fall in the number of red blood-cells to below 3,700,000.
An elaborate investigation of the hrematology of these cases demonstrated the fact that none of them conformed to the Addisonian type. Hurst [1] has maintained that sometimes Addisonian anremia follows gastrectomy, and even gastrojejunostomy; he quotes Conybeare, Houston, Horder and Butler, of Guildford, as having had such cases, and mentions a subacute combined degeneration of the cord without anaemia which ensued fourteen years after a gastro-jejunostomy had been performed for a supposed ulcer.
There therefore seems to be no doubt that the absenc.e of free hydrochloric acid from the gastric contents may definitely cause the Addisonian anaemia syndrome.
(Glanville and Hurst's case [261.)
From personal observation of other cases of my own, I am fully persuaded that the risks of an&-.mia after partial gastrectomy in women is a real one.
In the intermediate-sized ulcer of the body of the stomach in women I therefore feel compelled to counsel and to practise, where possible, either a sleeve-resection (segmental resection), or even a Billroth I operation, where the duodenum is sufficiently wide to ensure a satisfactory and safe anastomosis. Otherwise the ordinary form of gastrectomy is practised.
Sleeve-resection is well spoken of by Pannett [27] , by Bastianelli and by Alessandri [28] ; Bumm [29] also found that 22 out of 29 did well.
Perman [30] has suggested that with the big stoma, such as may be present if the whole eut end of the stomach in the Polya-Reichel type of operation is utilized in performing the anastomosis, there is a iiability to rapid emptying and its consequent lienteric colitis, which leads to an anremia. I have therefore more recently for this reason and also for reasons of technique been making use of only the inferior part of the cut section of the stomach for my anastomosis.
My friend, John Morley [311, of Manchester, has also stressed the risk of anremia in cases of gastrectomy, and in his series also the females were those most liable: he found that the irncidence of this post-operative sequela was much reduced by the adoption of the Schoemaker type of Billroth I anastomosis. Hochrein, of Leipzig, has also had a case of a severe anemia following gastrectomy.
Henschen, of Bale [32], has also considered this post-operative phenoLnenon, and has investigated the cases in which he operated by the Billroth II technique, or by some modification of this: 80% had a normal blood-count; in only 4% of his cases was there a definite secondary anaemia, and 22% patients who had a high colour-index before operation developed a normal one after. Furthermore, Henschen has collected from the literature the cases of pernicious aniemia, or of severe anaemia following gastric resection.
Apart from those of Hurst Davidson's patient was a gastro-jejunostomy. In every case the extirpation of stomach was either a total or at least an extensive gastrectomy. On the other hand be states in his paper that despite all their resections, Finsterer, von Haberer (Cologne), and von Redwitz [40], have not met with this post-operative anaemia. From the literature it seems apparent that the extensive resections are those after which the severe and pernicious type of antemia is most prone to develop, and in a large number of my own cases the position and size of the ulcer have made the gastrectomy a very heroic one.
Despite these drawbacks to the operation of gastrectomy in women, it must be borne in mind that nearly three-quarters of our female patients exhibited a one hundred per cent. efficiency for work, and most of the operations had been very extensive resections.
The possibility of a post-operative ansemia does, however, call for mention, for treatment may subsequently be required to combat it.
I would reiterate that in practically all those of our cases in which a laboratory diagnosis of antemia was established, no complaint of fatigue, breathlessness, etc., was made by the patient, and the condition was only found on a careful systematic investigation of the case.
IV.-For the extensive "letter-box" or inaccessible ulcer I have had little experience and less success with jejunostomy.
When the operative risk is not great and the patient is a male I am tempted to perform gastrectomy, for the results are excellent. In this policy I am encouraged by the policy of Finsterer, who regards no ulcer as irremovable.
The surgeon, however, should not attempt more than he can accomplish, or than the patient can stand. U nder these circumstances, and especially in women (because of the late risk of an anemia), it may be well to essay a cholecystogastrostomy, or even on rare occasions a jejunostomy.
Where the exact pathogeny of gastric ulcer is still by no means certain, it will be wise for experience to guide the surgeon rather than theoretical speculations as to the modus operandi of the particular surgical procedure. The authority of Leonard Braithwaite [411 gives cholecysto-gastrostomy its "cachet." Theoretical objections have been urged against it: that bile itself is not an alkaline fluid, that permeation of food into the gall-bladder may take place with resultant cholecystitis, etc., that it ignores the risk of malignant degeneration of the ulcer, etc., etc., but Braithwaite's experience and low operative mortality 2%-are worthy of the closest consideration in this class of case. On the other hand, Nasarof found that the reduction in acidity is much less than might have been expected, and Manuilow's [42] investigations showed that after this operation meat or fatty meals produced an increase in gastric secretion with hyperacidity.
V.-Hour-glass contraction of the stomach. The surgical treatment of this condition will be governed by such considerations as the co-existence or absence of pyloric stenosis, the fixity of the causative ulcer, the precise site of the stricture, and last but not least, the sex of the patient.
The operations available are many, but those most frequently used by myself are gastro-gastrostomy, with or without some form of pyloroplasty in the event of an associated pyloric stenosis, and some form of gastrectomy-" segmental" or itpartial."
In the light of what has already been said of the risk of a consequent anaemia following gastric resection, and inasmuch as the female sex constitutes such a preponderating majority of the cases of this condition of hour-glass deformity, it follows that gastro-gastrostomy is on the whole my operation of choice. This procedure, alas! does not fulfil the requirements of the best form of gastric surgery in that the ulcer has not always been removed or destroyed at the time of operation. Where the deforming ulcer is large and where the patient's condition permits, and the possibilities of a sleeve-resection are attractive and promising, because of the surgical accessibility of the stricture, that operation may be carried out with excellent results.
The condition of hour-glass stomach concerns women in about 90% at least of the cases, but when the subject is a male, gastrectomy is a most excellent operation.
The treatment of haemorrhage from an ulcer of the body of the stonmach is the treatment of the ulcer itself. Where possible, surgery is best postponed until bleeding has ceased.
The treatment of perforation consists of suture and drainage only. The combination of perforation and haemorrhage has been dealt with by me by means of immediate gastrectomy, and with unvarying success on several occasions.
It must be remembered that gastric and duodenal ulcer may co-exist. Wilkie [43] , for example, found that in 16% of duodenal ulcer there was a gastric ulcer present a,s well, and that in 53% of gastric ulcer, one or more duodenal ulcers were present. The surgery of the gastric ulcer may have to be modified under such conditions. I have not considered gastro-jejunal ulcer. The condition is very very rarely met with as a sequel to gastro-jejunostomy for ulcer of the body of the stomach-I have never seen it--and these cases constitute a group apart.
Proceeding8 of the Royal Society of Medicine I base my contention on an examination of specimens removed by duodenopylorectomy for pyloric stenosis associated with a high hydrochloric acid curve. Among 916 operations for gastiic and duodenal ulcer I have found only four chronic gastric ulcers which could definitely be classed as pyloric, but I have in addition performed duodeno-pylorectomy in 43 cases, diagnosed radiologically as due to pyloric ulceration, in which the original site of the ulcer proved to be the posterior surface of the duodenum and within a quarter of an inch or so of the pylorus.
If this view of mine is correct, statistics relating to pyloric gastric ulcer should properly be relegated to the category of duodenal ulcers, as the actual percentage of pyloric ulcers is so small.
If this point is conceded we have to discuss three chief groups of cases: (1) Small ulcers (fixed or mobile) which involve mainly the region of the lesser curvature (including hour-glass stomach) ; (2) large fixed penetrating ulcers which affect chiefly the posterior wall, but frequently implicate also the curvatures and spread on to the anterior surface; (3) the rare ulcers on the posterior surface of the fundus or the anterior surface of the stomach which do not involve the curvatures.
In groups 1 and 2, I prefer to do partial gastrectomy of the retrocolic Polya type, the afferent end of the jejunum being brought to the lesser curvature. I believe that there is no real risk of obstruction after the retrocolic operation provided that the jejunal loop chosen is of reasonable length, that the incision in the mesocolon is ample, and that the edges of the aperture in the mesocolon are-not sutured tightly either to the stomach or to the jejunal loop-one or two sutures are sufficient. If the mesocolon is short and fat-laden it is better to perform the ante-colic operation.
The advantages of partial gastrectomy over gastro-jejunostomy, are as follows:
(1) Recurrence of ulceration in the stomach after gastrectomy is very rare-I have had only one such case in 422 partial gastrectomies for gastric ulcer. After gastro-jejunostomy the ulcer often fails to heal, or a new ulcer may develop.
(2) Gastro-jejunal or anastomotic ulcers after partial gastrectomy are rare: I have not seen a single case. After gastro-jejunostomy this complication probably occurs more commonly than the figure (2% to 3%) generally quoted would imply. Only in expert hands is the incidence of gastro-jejunal ulceration as low as 2%; I should estimate it as being nearly 5% if all cases were surveyed and not merely those of the more experienced gastric surgeons.
(3) Not only does gastro-jejunostomy fail to benefit the patient in the case of the ulcer which is undergoing malignant transform-ation, but carcinoma may actually develop at the anastomotic junction. I have operated on one such case. I prefer partial gastrectomy to wedge-excision combined with gastro-jejunostomy for the following reasons:-(1) Wedge resection necessitates extensive interference with the musculature of the stomach and also with the vessels and nerves at the lesser curvature. It may leave a viscus which looks like a normal stomach, but its functional capacity is impaired. The results of wedge resection plus gastro-enterostomy in 73 of my cases were decidedly inferior to those of partial gastrectomy. It was for this reason that I reluctantly abandoned the operation about four years ago.
(2) Gastric ulcers are frequently multiple. In nearly 10% of the specimens removed by gastrectomy, I have found one or more ulcers, often involving only the mucosa and the innermost layers of the muscular coat and at a distance of an inch or more from the main ulcer. Wedge resection would have failed in most cases to remove these secondary ulcers.
(3) Gastro-jejunal ulcer may occur after wedge excision and gastro-jejunostomy, I have had an example of this in my own practice.
(4) An ulcer undergoing malignant changes is not likely to be extirpated successfully by the wedge operation. I have operated on two cases of carcinoma of the stomach which developed at sites at which ulcers had been previously excised.
It is claimed that the mortality of partial gastrectomy for gastric ulcer is greater than that of wedge-resection plus gastro-jejunostomy. In order to make the comparison a legitimate one it is necessary to estimate the mortality of gastrectomy in the class of ulcer suitable for wedgs-resection, and in my opinion there is very little to choose between the two operations in this respect. In large fixed penetrating ulcers I have found that repeated blood transfusions, intravenous glucose-saline infusions and lavage of the stomach enable partial gastrectomy to be performed without prohibitive risks. The stomach can be mobilized rapidly in many cases and the operation completed within the hour. Jejunostomy I have found a most disappointing operation. When the time comes to attempt a radical operation the presence of the jejunostomy embarrasses the surgeon, adds to the time necessary to perform gastrectomy and introduces added risks of complications.
In the third group of cases, if the ulcer is small and the hydrochloric acid curve within normal limits, a local excision of the ulcer combined with gastro-jejunostomy is, I think, the operation of choice. Bv this method there is little or no interference with the innervation or with the vascular supply of the stomach and its musculature is only slightly damaged. The function of the stomach is therefore unlikely to suffer. If the acid-curve is abnormally high, partial gastrectomy is preferable.
I feel sure that no surgeon can contemplate performing so mutilating an operation as partial gastrectomy for a small gastric ulcer, without some repugnance, but in the present state of our lsnowledge I believe it to be the most satisfactory solution of a difficult problem. In skilful hands the mortality of partial gastrectomy is approximately the same as for excision plus gastro-jejunostomy, and only slightly greater than after simple gastro-jejunostomy, if the extra mortality occasioned by such sequelwe to the latter operation as gastro-jejunal ulcer and carcinomatous development is included.
Mr. John Morley: No one operative method is suitable for all these ulcers, and we must postpone our choice of method in most cases until the ulcer is actually exposed. Some form of excision of the ulcer is essential if we are to obtain the best results. I am not driven to that conclusion by any belief in the frequency of malignant changes in chronic gastric ulcers, for I believe that such a change is an extreme pathological rarity, and that it is far too infrequent to influence our procedure. At the same time it must be admitted that in some cases it is a matter of great difficulty, or even impossibility, to determine by inspection and palpation from without whether we are dealing with a simple or a malignant ulcer.
Most surgeons will confess to a weakness for one operation, and I must admit a strong preference for the Schoemaker modification of the Billroth I gastrectomy. It is a relatively safe operation. I have performed it for ulcer of the body of the stomach in 119 cases with three deaths, a mortality of 2-5%, and those three deaths were all due to pulmonary complications. It is not a difficult operation to perform, it does not consume much time, and the clinical results are remarkably good. The points I wish to emphasize in the remote results of this operation are that it does not abolish gastric digestion as the Polya operation does, and that it does not give rise to the post-operative secondary anemia that is such a marked feature in a considerable proportion of patients who have undergone a Polya gastrectomy. I do not pretend to dogmatize as to the relation between gastric achylia and anemia. Hurst's well-known views on this subject have always seemed attractive to me, but I am aware that there is much difference of opinion on the subject by those most qualified to judge. It is, however, to my mind an established clinical fact that the Polya gastrectomy does entail a serious danger of secondary anaemia (I found anaemia in fourteen of forty-seven cases examined), while the Schoemaker operation is almost free from this risk. I venture to predict that the Schoemaker operation is destined to supplant the Polya operation in the treatment of simple gastric ulcer.
I should like to plead, also, for a bolder attitude towards the surgical treatment of the bleeding ulcer. It has long been the fashion in many quarters to teach that hlmatemesis should be treated at first by medical means, and operation only considered when the patient's strength has been restored. I have had the painful experience of seeing patients die from a further hasmorrhage when a more courageous course might have saved them. Until a bleeding ulcer has been excised we have no certain method of controlling the hsemorrhage. Blood transfusion has put a powerful weapon in our hands, and I would urge that when we are reasonably certain that the hmematemesis comes from a chronic ulcer-and the history will usually tell us that-we should operate as soon as the patient's pulse can be brought to a condition in which operation is reasonably safe.
Mr. Walton has suggested that we may agree that 10% of all cases of simple ulcer of the body of the stomach become malignant, and 20% of carcinomata originate in simple ulcer. I think that it is still an over-statement, but not, of course, so gross a one as the original Mayo clinic figures, which were 71% and 68% respectively. I should explain Mr. Walton's 20% of g,astric carcinomata, which he thinks originate in ulcer, as due to the ulcer-simulating type of cancer, which it is very difficult to differentiate from simple ulcer, but which is really carcinoma ab initio. We have very good evidence of the rarity of Mr. Cecil Rowntree said that five years ago it would have been agreed that gastrectomy was the only treatment for all kinds of gastric ulcer. Since then it had been realized that the fear of malignant degeneration of gastric ulcer was, in most cases unfounded. All the various estimates which had been given in this discussion were, in his opinion, too high, and he had never allowed any such fear to influence his decision as to how to treat a case.
It could be said that opinion was unanimous as to one, namely, the penetrating ulcer, for which gastrectomy seemed to be the correct treatment.
The two types of ulcer which especially interested him were (1) those high on the lesser curvature, or high in the body of the stomach, which were not amenable to safe gastrectomy in the hands of the ordinary surgeon, though they might be in the hands of experts. (2) The other class was that which had been described by Walton as the threepenny-bit ulcer on the lesser curvature. How many surgeons would be prepared to submit themselves to a partial gastrectomy for such an ulcer ?
He felt concern about the treatment of these tiny ulcers on the lesser curvature. He had tried cauterization or excision combined with gastro-enterostomy, and he had also done partial gastrectomy. This last operation he had found the most practical, as, on the whole, the patients were free from symptoms afterwards. But he did not think any large proportion of the patients could be regarded as firstclass lives after gastrectomy. He did not know what was the view of insurance companies, or how far they "loaded " a policy in the case of an individual who had undergone gastrectomy two or three years previously; he did not think any of them would issue an ordinary policy with such a history.
Those considerations led him to experiment in the direction of jejunostomy. He was sorry to hear from Mr. Joll and Mr. Walton that they had tried jejunostomy and been disappointed with it. He himself had not had enough experience of it to enable him to form a conclusive opinion, but he had been so much impressed by jejunostomy in treating inoperable cancer of the stomach that he decided to try it for gastric ulcer. He began with it for large ulcers which appeared to be inoperable in ordinary hands, and he next tried it for gastro-jejunal ulcer. In one or two cases he had such good results that the patients were now quite well.
His experience of these cases led him to give jejunostomy a trial in the treatment of small ulcers of the lesser curve, and he had had some satisfactory results, though disappointing ones too. He would like the opinion of physicians and physiologists as to why some cases did well, while others did badly. When one had performed jejunostomy and had given nothing by the mouth, the stomach went into a condition of hibernation, and the gastric secretion almost ceased; that no doubt explained the good results which he had had in certain cases.
He had felt for a long time that hmmatemesis should be treated on the same lines as post-operative bleeding following gastro-enterostomy or gastrectomy, namely, by immediate transfusion, and exposure of the bleeding point.
Mr. J. Cunning said he did not agree that in all cases of perforation there had been chronic ulcers. That idea was usually based on the fact that the ulcer was indurated. But if one thought that a perforation was a slough in an ulcer, it would he seen that it must be indurated. There were cases, such as every surgeon had had, in which no history of pain was obtained. The shortest he had had was one lasting only a day and a half; the ulcer perforated, and must have been an acute one.
He had never believed that there was a danger of a gastric ulcer becoming malignant. He had only seen two cases of malignant ulcer in which there was a prolonged history of gastric ulcers. Professor Dible had pursued an inquiry into that matter for a long time.
Another point which interested him was the classing of any ulcer as inaccessible." A surgeon from Australia had made the suggestion to him that one could divide the last two costal cartilages attached to the sternum, combining that with a cross-cut, and then one could convert the cave formed by ribs and diaphragm into a flat opening, thus rendering all the ulcers which were apparently inaccessible so accessible that even huge ones could be removed.
Professor C. A. Pannett said that one point in the discussion which merited some consideration was the question of haemorrhage. He agreed that the surgeon should endeavour to apply ordinary surgical principles to hamorrhage from a gastric ulcer. lie had seen a large nlumber of post-mortem examinations on patients who had died from bleeding gastric ulcers under medical treatment. The loss of large quantities of blood brought the patient into such a low condition that he was not fit for immediate gastrectomy; the problem was different from that of ruptured ectopic pregnancy, because the necessary operation was of much greater magnitude and took place in the upper abdomen. His own difficulty in putting these ideas into practice was that he was seldom called to a case of bleeding gastric ulcer until the bleeding lhad been continuing for some days, or until recurrent hoemorrhages had taken place. When an ulcer bled, it was necessary to make up one's mind immediatelv whether one would treat the patient surgically or medically, as it was courting disaster to change horses in mid-stream. If one began treating such a patient medically and recurrent haemorrhages occurred, the chance of survival after operation gradually slipped away. It was therefore necessary to induce physicians to let the surgeon see these cases at an earlier stage. He personally had had the chance of doing so only four times. In three of the four cases he had done a sleeve resection, as that was the quickest way of removing a lesser curve ulcer. Two of the patients recovered, the third died; this third patient was operated upon in the middle of the night and no blood donor could be procured for purposes of transfusion. The fourth case he had JULY-SURG. 2 * dealt with a month ago. After a massive htemorrhage the pulse was 130, and the patient too much shocked for immediate operation. Morphia was given, and fourteen hours afterwards when the pulse had fallen to 100, he, the speaker, operated. There was a high posterior ulcer, to have excised which would have meant a very long and difficult procedure ; the only thing possible was to cut it off the pancreas and invaginate it from the back wall of the stomach. The patient recovered.
He (Professor Pannett) could corroborate what Mr. Walton and other speakers had said as to the benefit sometimes to be derived from a gastro-jejunostomy in the case of very large ulcers; now and then one obtained an astonishing result. On opening the abdomen it might seem impossible to do anything with the ulcer, but anterior gastro-jejunostomy would perchance cure that patient. He had also had an extraordinary result in a case of that kind from a pyloroplasty. The patient was a woman, and the stomach had been so firmly fixed that he did not feel able to do even an anterior gastro-jejunostomy. Pyloroplasty enabled the ulcer to heal as estimated by X-ray examination.
With regard to small ulcers on the lesser curvature, he thought partial gastrectomy of the Polya type was too big an operation for them. He had recently decided that if sleeve-resection was performed it was well to perform a pyloroplasty in addition. When that procedure was followed the results were very good.
He advocated the Billroth I operation whenl possible, as it restored the parts more nearly to their condition before the surgeon intervened, and the results were better than after the Polya type of operation.
